13.1.47: X-ray. Further absorption of pneumothorax, with clearing of underlying lung. Physical signs: General condition very satisfactory; respirations quiet. Chest: No physical signs.
The interest of this case lies in the differential diagnosis and radiological progress of the cyst, there being three main possibilities, namely:
(1) A congenital cyst, (2) an encysted pneumothorax and (3) a pneumatoccele, in each case rupturing to form a generalized pneumothorax.
Congenital cyst is said to be a very rare anomaly, indeed its very existence is denied by some authorities who hold it to be invariably an acquired emphysematous condition, thus merging with the third diagnosis.
Encysted pneumothorax does not conform to the radiological findings which show the lung tissue curving round the periphery of the cystic area and the compressionf of the hilar structures typical of a cyst. The most likely diagnosis is therefore that of a pneumatoccele. The pneumatocoele occurs during the course of a pneumonia, as in this case, the mechanics producing it being a check-valve bronchial obstruction caused by swollen mucosa leading to the formation of an obstructive emphysematous cavity. In this case there was certainly one such cyst, possibly two, the large definite one appearing in the area showing the signs of pneumonia. The cyst ruptured to form a pneumothorax, a phenomenon which as far as can be ascertained occurred in only two other cases of pneumatocoele, these being reported by Benjamin and Childe. The herniation of the pneumothorax across the mediastinum accompanied by the slight shift of the mediastinum confirmed the supposition that the air in the cyst was under tension. This is in keeping with the findings of Lister of America who demonstrated a positive pressure in these cysts by manometric measurements in the living subject. The uneventful recovery of the infant after the initial pneumonic attack was overcome is also in keeping with the case histories of other pneumatocceles.
In the discussion which followed, other similar cases of pneumatocceles occurring in older children were mentioned; these, however, had disappeared without any complications such as pneumothorax. Dr. Wyllie was surprised that the cyst had remained uninfected, attributing this to the early treatment with chemotherapy. Actually all the literature on the subject emphasizes the rarity with which these cysts are involved in complications, pointing out that they nearly always disappear spontaneously with no ill-effects either at the time or afterwards. Traumatic Periostitis.-R. M. TODD, M.D., M.R.C.P., D.C.H. P. J., female, aged 2 years 3 months. History. -10.12.46 to 18.12.46 : In hospital for septic area of skin overlying the right tibia. Treated with sulphathiazole by mouth and mag. sulph. locally.
22.12.46: Taken to hospital because of inability to walk on right leg. X-ray showed spiral fracture. Right tibia put in plaster. One week later plaster was removed because of painful swelling of right thigh. There is what appears to be a fracture line in the upper part of the L. tibia. 21.1.47: There is now a definite fracture of the upper part of the L. tibia and obvious periosteal reaction in the mid-shaft region.
X-ray conclusions.-The appearances are most easily explained by a traumatic etiology producing spiral fractures of both tibie and damage to right femoral epiphysis with subperiosteal haemorrhage spreading up the shaft of the femur.
Comment.-This case presented an interesting problem in diagnosis and the following possibilities have to be considered:-
(1) Metabolic.-The radiological appearance of subperiosteal haemorrhage becoming calcified suggested the diagnosis of scurvy. Against it were (a) the absence of scorbutic changes in the gums and ribs, and the absence of red cells in the urine; (b) the presence of 10 mg. ascorbic acid in a fourteen-hour specimen of urine; (c) the absence of epiphyseal scorbutic changes.
(2) Infective.-(a) Syphilis-there were no clinical signs of spirochktal disease and Wassermann and Kahn reactions were negative; (b) osteomyelitis-multiple lesions are common in osteomyelitis of the newborn (Cass, 1940) and in these cases constitutional disturbance is minimal and prognosis is good. The age of this child was against the diagnosis, and white count and sedimentation were normal; (c) infection elsewhere in the body, e.g. intrathoracic lesions can give rise to extensive periosteal new bone formation which often has a laminated appearance as in this case. Against the diagnosis was the absence of clinical and radiological evidence of infection.
(3) Neoplastic.-In periosteal sarcoma the shaft of the bone is unaffected and there is rapid local and metastatic spread. Ewing's tumour can produce a similar radiological "onion-like" appearance. In this case the general condition of the child and the radiological picture were against a neoplasm.
(4) Recently a new syndrome occurring in children up to the age of two and a half years has been described by Smyth, Potter, and Silverman (1946) under the title "Periosteal Reaction, Irritability, and Fever in Young Infants", and by Caffey (1946) as "Infantile Cortical Hyperostoses", in which there is periosteal reaction in 'multiple bones. The facial bones are usually involved producing a characteristic facies. All the cases recover, but in the 17 recorded cases there was no evidence of fractures.
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Section of Pcediatries 537 (5) Traumatic.-Ossifying periostitis due to trauma in infants within the first three months of life is a well-known syndrome (Snedecor, Knapp, and Wilson, 1935) and is due to birth trauma and occurs particularly in breech deliveries. It can also occur in older children (Tietze.'s disease).
Conclusions.-Although there was no history of trauma in this case, the presence of spiral fractures of the tibia: and a damaged right femoral epiphysis, and the subsequent clinical improvement with radiological signs of healing, confirm the diagnosis of traumatic periostitis. The interest in this case lies, I think, in the diagnosis of which three possibilities must be considered: Klippel-Feil syndrome, Ehlers-Danlos syndrome and pterygium colli. Although bearing a superficial resemblance to a Klippel-Feil syndrome, the normal mobility of the neck and the X-ray of the cervical spine clearly eliminate this as a possible diagnosis. In Ehlers-Danlos syndrome three characteristics are usually found: hyperelasticity of the skin, hypermobility of the joints of the fingers and evidence of increased capillary fragility as shown by numerous bruises and cuts. This child shows the first two features of the syndrome but there is no evidence whatever of increased capillary fragility and the patient has had plenty of falls and minor injuries while playing with other children. In the previous cases of pterygium colli reported by De Briun and Kobylinski stress is laid that the folds at the sides of the neck are due to lack of skin in the cervical region. Normally the skin stretches perpendicularly downwards from the mastoid to the clavicle and then laterally fom this`point to the acromion. In these cases of congenital webbing, the skin is short and when the neck is rotated it is forced to bridge the distance from the mastoid to the acromion in a straight line. When, however, the-neck is not rotated the folds are loose and feel soft. Other congenital abnormalities known to be associated with pterygium colli are also found in this case. I think the puffiness of the hands and feet may be due to congenital lymphangiectatic crdema, the palate is high, the toe-nails are deformed and as already noted there is hypermobility of the joints of the fingers and toes.
Hyperelasticity

